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LICANT'S SUPPLEMENTAL STATEMENT OF FACTS FOR MEDI-CAL

Criginal to DED

COUNTY USE ONLY ]
County Ard Case Number
T. STATEMENT OF FACTS
st, Middle, and Last Name
wme Address City i Zip Code
one Numhber {Check if No Phone { ] } Date of Sirth Soclal Security Number ;‘.. Hetght Weicht
{Message Phone ['])

“heck those conditions that prevent you from working or fimit vour daily activities.

1. | have a bone or muscle condition,
2. I am missing an arm, leg, hand, or foot,
3. I'have trouble seeing, even with glasses or centact lens.
—_— 4. !have troubte heé’ring, gven with a hearing zid.
5. | have a breathing problem.
6. | have heart frouble or uncontrolied high blood pressure.
7. [l have dizhetes.
P 5. Vhave circulation problems,
9, | have stomach, intestine, or fiver problems.
10. L have kidney or bladder oroblems,
11. | have a blood diszase,
12, | have cancer.
o 13. | have meantal problerns, an emotionat itlness, or & learning problem.
14. | have seizures,
1%, thadastroke.
6. Other: — i}

nave had this {these) problami{s} sinzce (month/year) .

‘his is how my illness or injury limits my daily activities and affects my ability to work (such as walking, standing, lifting, crawling,

ending, stooping, reaching, or handling}.

Pare 1l 3




This is my meaica! treztment record for the lest 7.2 months starting with vy current trestment.

Name of Dociors/Clinics/Hospitals Address Phone Number First Seen

|

i

l

|

. H
: i

A. Have you had any of the following tests in the last year:

Check Appropriate If"Yes,"” Show
Block or Blocks Where Done When Done
TZ8T ’ Yes No
trocardiosrem U 0
it Xeray L .
or Xe-rey Name
a0y part here ;
) il L] . P
thing Testws ! £ — -
u Tests O L
ir (Specify)
7 OJ . [ )

I higve been seen by these ggencizs because of my disability (for instznce, Social Security, Worker’s Compensation, etc.)

Narme of Agencies . Address | Claim or Case Number ‘ Dates of Visit
S
]
|
_ I —

Mfe last grade | completed in school was or | pessed the GED .

finished scheol or pessed the GED in 19 _______ {Year).

“he language ! speakis [ ) English [ ) Cther: .

Ay representative or translator s -

is/Her Phone Number: e Avaitable During These Davs/Hours .




8

Describe your daily activities in the following areas and state what and how much you do of esch end how often you do it.

Socizl History

*  Houssheld mzintenznce (inciuding cocking, cieening, shopping, and odd jobs around thz house as well as any other similar

ctivities}:

*  Recreational activities and bobbies (hunting, fishing, bowling, hiking, musicai instruments, etc.}:
*  Seciel contacts fvisits with friends, reluatives, neighbars):
x

Qther {drive car, motarcycle, ride bus, etc.):

_1 | have not worked in the last 15 vears. Sign Selow.

—J i have worked in the last 15 years, Sign Below And COMPLETE PART 2 OF THIS FORM.

gz compieted this form correctly and truthfully to the best of my knowledoe and abilities.

ire Cate

srized Representative Titie or Relztiansnip Shone

eted with

znce of . —_—




1T 2 — VOCATIONAL HISTORY

COUNTY USE ONLY

‘LICANT'S SUPPLEMENTAL STATEMENT OF FACTS FOR MEDI-CAL County Aid ‘ Case Number
7 Originsl to DED |
{
i—;n, wAiddle and Last Name
ome Address City | Zip Code

none Number (Cheek if No Fhone [ 1)

Dazie of Birth }
i

Sgcial Security Number

| heve worked in the last 15 years. This is a description of all the jobs | have done for st feest 30 days during the last 15 years. | have

staried with my most recent job. (Hf you had more then 2 jobs, complete additionsl pages of this form.)

A, Job Title

_ Type of Business

Dates Worked {(RMonth and Year)

Hours Per Week

is what | did end how | did it

e are the tcols, machines, and equipment | used.

K this long to learn the job

I supervisory respensibilities [ Yes {3 No

ked this many hours a day at work:

ad this many hours a day at work:

this many hours a day at work!

ihed this much: never

From To
Rzte of Pay Par
DESCRIPTION OF THE JOB
days or months
ite, completed reports, or performed simnilar duties, [ Yes [ Ne
PHYSICAL ACTIVITY
Circle One
o0 1 2 3 4 5 6 7 8
0 1 2 3 4 5 5] 7 g
o 1 2 3 4 5 5 7 8
occasionatly frequently constantly
occasionally frequently _ - consiantly _

t over this much: never
st weight lifted:

1 10 tbs. 7 50 Ibs.

J 20 1bs. {3 Over 100 ibs.

Weight frequently lifred/carried:

{1 Upto 10 1bs.

C Up to 20 Ibs.

T Up 1o 50 b,

T Qver 506 ibs.

Pege o<




B. Job Title Type of Business

Detes Worked {Month and Yezr) From — : To

Hours Per Week Rate of Pzay Per

DESCRIPTION OF THE JOB

Fhis is what | did and how | did it

"hese are the tocls, machines, and equipment | used.

took this tong to learn the job days or months

wrete, completed reports, or periormed similar duties. [T Yes J Mo

had supercisory responsibilitias U Yes T3 No
& &

PHYSICAL ACTIVITY

Ciicle One

Jked this many hours a day at work: 0 1 Z 3 4 &5 6 7 8
stood this many hours a.da\,f ST WOrK: 0 1 2 3 4 5 6 7 8
sat this many hours a day at work: 0 1 2 3 4 3 6 7 B8
climbed thiz much: never cecasionally frequently constantly
bent over-this much:  never .= ncezsionally frequently censtanily

eazviest weight Hifted: Vizight frequently lifted/carrisd:

O 10 ks 0 50 ths. ~ Upto 10 ibs. ] o to 50 Ibs.
3 20 s, T3 Over 100 tbs. — Upto 20 Ius. 1 Over 50 Ibs.

T3 thave had other jobs in the l2st 15 years and have completed snather pzoa of vocations) Flotory.

1ave completed this form corractly and truthfully (¢ the best of my Xnawledsge and abilitins,

3rature date





